I thought you might be interested in hearing my experience of what I conceive to be a somewhat novel method of treating procidentia recti. During the past few years I have treated three cases of this. condition by a combined method of injection and linear cauterization-the object being to produce adherence not only between the mucous and muscular coats but also between the muscular coat and the surrounding tissues by inducing a hyperplasia with subsequent. fibrosis and consolidation.
The operative treatment of the minor degrees of prolapsus by linear cauterization is most successful, but I cannot say that this has been my experience in complete prolapse or procidentia-i.e., where the muscular coat descends as well as the mucous, carrying with it in front a pouch of peritoneum and protruding from the anus some 5 in. or 6 in., or even more. For this condition ventrifixation or sigmoidopexy and rectopexy, either by suturing or packing, and amputation have been and still are practised. More recently the injection of paraffin was tried; but I believe has now been abandoned.
I have performed both sigmoidopexy and rectopexy on several occasions, but I cannot say that complete success was the result, at least in every case. I call to mind one case of sigmoidopexy in which, although the operation had been quite successful in keeping up the prolapsed bowel, the patient was so worried with a dragging pain in the hypogastric region (the area of the operation) that he begged me to release the gut as he preferred the prolapsus to the abdominal pain. I may mention that although this patient had remained free from procidentia for over a year it recurred within a month after I cut it away from its anchorage to the abdominal wall.
Amputation I look upon as being too risky to be generally applicable. It should be limited to cases of sloughing or where the protrusion is non-reducible.
To take the place of these various operations I have been trying a, method which I will now describe, and which I adopted after reading a paper in the Practitioner, 1909, by Dr. Inglis Parsons, in which he advocates the use of quinine injections for prolapsus uteri. This treatment of his was quite successful in a number of cases. The patient is Edwards: Treatment of Procidentia by Injections anaesthetized and placed in the lithotomy position. The prolapsed bowel, if down, is replaced, and a duck-bill speculum is introduced. Linear cauterization is then carried out by means of a Paquelin's cautery, four eschars being made: one anteriorly, one posteriorly, and one on each side midway between the other two. The length of each eschar is from 3 in. to 4 in., the width about 14 in.; I endeavour to burn through the mucous coat. As the cautery knife approaches the anus it is sunk somewhat deeper, so as to involve the superficial fibres of the sphincter, in order to tighten up a patulous anus, for there is usually in these cases considerable loss of sphincter power. The speculum is withdrawn and some vaseline inserted. Two drachms of the following solution is now injected: Quinine sulph. 12 gr., acid sulph. dil. and water of each 30 minims. This is injected into the perirectal tissues -through a needle 3 in. long-by three punctures, two lateral and one posterior, entering the skin about an inch from the anus. When the needle is in situ, and before the fluid is injected, I pass my finger into the bowel to make sure that the point of the needle is in the right place. Before starting the operation the usual sterilization of anus and adjoining skin should be carried out.
After-treatment is of importance. As a rule, not much pain is complained of, but I give a morphia injection after the operation, and some preparation of opium in the evening to keep the bowels quiet. No action of the bowels should take place for a week, and then in the lateral decubitus-the nurse pulling the upper buttock to one side in order to give some support to the anus. This position indeed should be maintained at every movement for the first month, during which time I have kept my patients in bed. For the next two months the action of the bowels should be on a bed-pan in the dorsal position. When the usual position is resumed it is well so to regulate the bowels as to prevent any straining.
The following are the three cases in which I carried out this treatment:
Case I.-Miss J., aged 26. Seen with Dr. Lowenthal. This patient had suffered with procidentia for years. It was a great inconvenience to her, always protruding at stool and on any exertion. There was but little sphincter power. The entire bowel protruded for about 5 in. The operation just described was performed: 24 gr. of quinine being injected, the bowels were opened in the lateral decubitus for a month. I heard some years afterwards that the patient married a few months after the operation and had since had two or three children. She has had no prolapse since the operation, ten years ago.
Case II.-Miss L., aged 50. Sent to me by Dr. Wallace, of Weston, for procidentia recti. She had suffered with protrusion at stool for many years, and recently both on micturition and walking. In this case precisely the same measures were employed as in the first case. Two months afterwards I received a letter saying that there had been no sign of prolapse since the operation, and again, after a further four months, the report was equally satisfactory.
Case III.-Miss J., aged 25. Sent by Dr. Gardiner, of Richmond. Her only trouble was protrusion of the bowel, both at stool and on walking. The prolapsus was of considerable size, protruding for 6 in. The same operation was performed, but in the right lateral instead of in the lithotomy position. In this case unfortunately the Paquelin's cautery let me down, refusing to work, as it will do at times. Luckily I had with me some cautery irons, which I used instead, but these are neither as efficient or convenient as is the Paquelin when in good order. In this case I injected 3 dr. of the solution instead of 2 dr., as the protrusion was so large. No prolapse occurred for three months, when there was a slight protrusion at stool. Seven months after the operation there was p)rolapse at stool, but not on walking, and it is half the size it was originally. I repeated the operation, this time placing the patient in the lithotomy position. Cauterization was more satisfactory, as the Paquelin worked well. On this occasion I used 4 dr. of the solution, or 48 gr. of quinine, and made the needle enter midway between the former punctures. I heard three months after that there had been no further prolapse.
This treatment seems free from risk of suppuration or cinchonism, and proved successful in all three cases. May I plead for a further trial of this method .before resorting to either of the more serious operations ? and then remove 6 or 8 in. of the lower part of the bowel, and finally suturing the proximal end to the skin, leaving the external sphincter intact. Both patients made excellent recovery, and were left with very good control. Mr. Cole has reported one or two cases he treated in a similar way.
Gunshot Wounds of the Large Intestine and Rectum, with
Special Reference to Surgical Treatment.
By HAMILTON DRUMMOND, F.R.C.S.Ed.
THE interest aroused by the remarks of Dr. Arthur Keith and Sir Gordon Watson reported in the records of the last meeting has encouraged me to submit the following observations based upon a selection of my cases during the war.
Dr. Arthur Keith stated that a review of the reports of cases of gunshot wounds of the large bowel and examination of specimens had led him to the conclusion that retroperitoneal wounds of the colon or rectum and infection of the pelvic subperitoneal tissue were just as fatal as penetration of the peritoneum with intraperitoneal laceration of the bowel. Of the correctness of this opinion there cannot, I think, be any doubt, and, indeed, I would go further and venture to affirm that retroperitoneal infection causes a more serious lesion and one more frequently fatal than in the case of lesions limited to the peritoneum and laceration of the large bowel, and for the following reasons: First, because of the extraordinary power possessed by the omentum and peritoneum in dealing with septic organisms, especially the anaerobic varieties; and secondly, on account of the comparative ease with which wounds can be exposed when limited to the peritoneal portions of the gut. The retroperitoneal tissue on the other hand when infiltrated with blood in the presence of a damaged gut forms an ideal nidus for the growth of organisms, and the exposure to provide adequate drainage, especially in and around the pelvis, is most difficult.
From the accompanying table it will be seen that out of fifty-seven colon cases operated upon there were thirty-seven deaths and twenty recoveries; of the thirty-seven fatal cases nineteen died of shock and sixteen of retroperitoneal infection, two died of peritonitis, one of which was accompanied by retroperitoneal sepsis. From the table of gunshot wounds of the rectum there were fourteen deaths out of sixteen
